Objective: To compare the social support network and expectation of care among elderly persons who live alone and those who live with others. Method: A cross-sectional study with 348 elderly people living in the community in the municipal region of Várzea Grande, Mato Grosso, Brazil was performed. The elderly were interviewed using a questionnaire composed of socio-demographic issues; evaluation tools of basic and instrumental activities of daily living; and care expectation and perceived social support network. The data were submitted to descriptive and comparative statistical analysis, the chi-squared test or Fisher's exact test at a significance level of 5%. Results: Most of the interviewees were younger elderly women. Of these,14.66% lived alone and 85.34% lived with other people, with mainly bi-generation family arrangements. The majority stated that they had fair health, had up to two diseases, were dependent in instrumental activities of daily living and independent in self-care activities. Elderly persons who lived with others relied on their family, and the expectation of care was aimed at a daughter or daughter-in-law; while those who lived alone expected to rely on neighbors or friends to help with their tasks, if needed. Conclusion: Family members are the greatest providers of support and care, and the elderly hope to count on them when they need help in carrying out basic and instrumental activities of daily living.
INTRODUCTION
Types of protection against the daily difficulties faced by the elderly can be created through bonds established over the years, which form spontaneous and reciprocal networks of relationships that can provide individual and collective well-being. Such relationships constitute an informal social support network in which feelings of affect, protection, security, common and mutual care, the socialization of knowledge and information are cultivated among its members [1] [2] [3] [4] [5] [6] [7] .
Individuals establish bonds that form a social support network, which can offer material, affective, informative support or help with social interaction in old age, representing an important factor in preventing vulnerability and isolation among the elderly 3, [8] [9] [10] . Support is usually provided by those with whom links have been maintained, such as family, friends, neighbors, and former co-workers, making up the informal social support network. In this context, the family occupies the main place of support in the care of the elderly [11] [12] [13] [14] [15] .
The social network is effective in daily social relations, taking the form of mutual and concrete support in financial, psychological and social contexts 16, 17 . Sometimes, this is restricted to family members, whether in urban or rural areas, but it is in the latter that the relationship of daily care is most facilitated, due to geographical proximity 14, 18 .
A study on the representation of old age shows that the family is a support for experiencing a positive old age and a space for exchanges and mutual help, where shelter, protection and the maintenance of health is found 19 . In this sense, the elderly not only feel that others are interested in them and will be available when they need them, but also receive satisfaction regarding existing relationships 8, 19, 20 , increased sociability and the creation of a possible influence on their physical, cognitive and psychological functionality 3, 4, 6 .
Friendships among the elderly are highly beneficial as they are free choices that meet their affective and dialogue needs and can help in solving everyday issues 9 . However, studies show that it is with the family that they maintain their main and closest relationships, providing social support, material help and support in activities of daily living, culture, leisure and care 2, 9, 13, 20, 21 .
There are elderly people who need help from someone in performing certain tasks, especially those with the condition of dependence, lack of autonomy and other vulnerabilities. The social support network exists to provide them with personal care, hygiene and food when they are affected by disabling diseases 2, 15 or bedridden 14 .
Many elderly persons are faced with an inadequate social and health service structure, and for most of these individuals it is only the family that provides support and help. Thus, the identification and characterization of the existing social support network in communities is important, as are studies that can support the development of actions aimed at the care and support of the elderly, families and caregivers.
With the aim of supporting the creation of care policies for the elderly population and contributing to the knowledge and guiding of new research, this study aimed to compare the social support network and the expectation of care of elderly persons who live alone and those who live with others.
METHOD
A cross-sectional, descriptive and comparative study was performed with community-dwelling elderly persons treated at Basic Health Units (BHUs) in the city of Várzea Grande, Mato Grosso, Brazil.
To reflect the diversity of living and family arrangements of the population, elderly people from different areas were recruited -one in a central region and the other in a greener area. In consultation with the Municipal Health Department, BHUs located in the neighborhoods of Souza Lima and Água Vermelha were selected. From these units, elderly people living in green, riverside and urban areas, treated by the Community Health Agents Program (CHAP) were interviewed, as described below: BHU Souza Lima: covers green, urban and riverside areas, and has nine areas served by Community Health Agents (CHAs) in seven neighborhoods: Bonsucesso, Gilson de Barros Housing Estate, Gonçalo Botelho, Pai André, Parque Boa Vista, Souza Lima and Vale Verde. BHU Água Vermelha: covers the urban area and has two teams, totaling 12 CHAs in five neighborhoods: Água Vermelha, Jardim Glória I, Jardim Marajoara, Jardim Paula I and II. In this unit, eight CHAs collaborated in the data collection process, six from the Água Vermelha Team and two from the Jardim Glória I Team. Although data were not collected in the areas of all the agents, all the neighborhoods covered were represented.
At the time of data collection, which took place from February to September 2017, there was no systematic registration of users accompanied by the CHAPs of the units. Thus, the sample calculation was performed based on the number of appointments carried out: 362 elderly persons at BHU Souza Lima and 450 at BHU Água Vermelha. In this study, the following elderly persons were eligible: noninstitutionalized individuals aged 60 years and over, attended by the selected BHUs, with whom it was possible to establish communication (listening and speaking comprehension) for the interview.
The sample size calculation was 50% of the registered elderly population, based on a 95% confidence level and 5% margin of error, resulting in 208 samples from BHU Água Vermelha and 187 samples from BHU Souza Lima. The sample participants were selected for convenience, considering the difficulty of locating addresses, obtaining the agreement of respondents without a CHA present, and the fact that not all of those from BHU Água Vermelha were available to follow or collect data.
A total of 164 (36.4%) elderly persons from BHU Água Vermelha and 191 (52.7%) from BHU Souza Lima met the eligibility criteria, totaling 355 elderly, representing 43.8% of the total registered with the CHAP; of these 348 questionnaires were validated for the study analysis.
Most interviews were conducted at home; at BHU Souza Lima, there were also meetings with the elderly after group meetings and appointments. Eight CHAs from each unit were involved in the data collection process, five of whom collaborated in recruitment and interviewing, and three of whom participated in recruitment only, at both BHU Souza Lima and Água Vermelha. All collaborators participated in a prior training program on the research protocol, objectives and procedures.
The data collection instrument was created with questions of the protocols used in the following studies: the Frailty of the Brazilian Elderly (or FIBRA) of the Postgraduate Program in Gerontology of the Medical Sciences School of the Universidade Estadual de Campinas (or FCM/UNICAMP) 22 , and Welfare and Aging (or SABE), coordinated by the Pan American Health Organization/World Health Organization (PAHO/WHO) in Brazil, conducted by the School of Public Health of the Universidade de São Paulo (or USP) 23 . It was considered valid, since the protocols of these studies were built, applied and evaluated by specialists in the area of elderly health and epidemiology.
For this study, the following variables were selected: sociodemographic; living arrangements; selfrated health and self-reported illnesses; functional capacity; expectation of care and perceived support, as described below:
The sociodemographic variables were composed of self-reported responses: a) age: number of years calculated from date of birth to the date of the interview, subsequently grouped into two age groups (60 to 74 years; 75 years and over); b) gender: two categories (male; female); c) marital status: selfreported, with four categories (married/living with a partner, divorced, separated/unmarried, single, widowed); d) educational level: calculated in years of schooling and grouped into four categories (<1; 1-4; 5-8; >8); e) currently working: yes; no; f) retired/ pensioner: including beneficiaries of the Continuous Cash Benefit Program (or BPC), in four categories (receive pension; receive bereavement allowance; receive pension and bereavement allowance; does not receive either).
The living arrangement variable was identified based on the answers to the questions: Please, including yourself, tell me how many people live in your home. Based on this the following classifications were produced: a) living condition: alone; cohabiting; b) family arrangement: when the elderly person lived with someone, the following question was asked What is your degree of kinship? Based on the responses, the individuals were regrouped according to the composition of the cohabitants.
Health covered: a) self-assessment of health: responses were grouped into three categories (very good/good; fair; poor/very poor); b) number of selfreported diseases: it was asked if a doctor had ever diagnosed the interviewee with one or more of the following diseases: heart disease (angina, myocardial infarction, heart attack, etc.); high blood pressure/ hypertension; stroke/ cerebrovascular accident/ ischemia; diabetes mellitus; malignant tumor/ cancer; arthritis or rheumatism; lung (bronchitis, emphysema etc); depression; osteoporosis, and the answers were then grouped by number of diseases into two categories (0 to 2; 3 or more).
Functional capacity was assessed as follows: a) Instrumental Activities of Daily Living (IADL) through the Lawton and Brody Scale (using the telephone; using transportation; shopping; preparing food; doing household chores; using medication; handling money) 24 ; b) Basic Activities of Daily Living (BADL) through the Katz Scale (taking a bath; dressing; using the toilet; transference; controlling the sphincter; feeding oneself) 24, 25 . Both Activities of Daily Living (ADL) were grouped as independent, partially dependent and totally dependent, and later regrouped as dependent and independent for statistical analysis.
The expectation of care variable was assessed based on the need for help with ADL. Beginning with the question If you need or will need help doing any of the above, do you have anyone you can count on? The answers were dichotomous: yes or no for each item (spouse, daughter or daughter-in-law, son or son-in-law, other relative, neighbor or friend, paid professional).
Perceived social support was assessed based on five questions: Would you say that you have several people to talk to when you are lonely?; Would you say you meet up with and talk to friends and family?; Would you say that it is easy for you to find people who can help you with your tasks if you become ill?; Would you say you have someone to count on when you need a suggestion on how to deal with a problem?; and Would you say you have at least one person whose opinion you fully trust? The answers had four categories: never; sometimes; most of the time; always.
In the data organization and analysis phase, following the interviews and conferring of the answers in the protocol, the data were stored in an Excel spreadsheet, checked using the filter tool, and all the questionnaires were reviewed, comparing them with the spreadsheet records (one by one). One-dimensional exploratory analysis and absolute (n) and percentage (%) frequencies were used.
In the two-dimensional analysis the chi-squared or Fisher exact tests were used at a 5% significance level ( p<0.05) to assess the association between living conditions (alone or cohabiting) and the age and health variables of the elderly. 
RESULTS
The study showed that the majority of respondents (N=348) were women under 75 years of age, with an average age of 70.1 (+7) years; the age range ranged from 60 to 91. Most of the interviewees lived with other people, with spousal and bigenerational relationships predominating, which includes spouses, sons and daughters, sons-in-law and daughters-inlaw (Table 1) . The elderly described themselves as having fair health conditions (60.35%) and reported the presence of up to two diseases (74.4%), reflecting a profile of non-multimorbidity. The evaluation of IADL found dependence in all activities in 57.8% of the elderly. For activities involving self-care (BADL), most of the elderly (85.9%) were independent. Cohabitation, a condition reported by most respondents, was not correlated with age, health, number of diseases or functionality ( Table 2) .
Regarding the expectation of care, the elderly who lived with someone expected to rely, firstly on the help of their daughter or daughter-in-law, followed by their son or son-in-law, and then their spouse (Table 3) . The data show that most elderly persons always had someone to talk to, met with friends and family, and had an easy time finding people to help them if they got sick, as well as asking for advice or dealing with a problem. However, there was no significant difference between the elderly who lived alone and those who lived with someone (Table 4 ). 
DISCUSSION
The socio-demographic profile of the elderly presented characteristics similar to other studies, i.e. a predominance of women 4, 26 , who were younger than 75 1, 4, 18, [27] [28] [29] [30] , cohabited with others 4, 26, 28, 30 , had up to two diseases 4, 26-28 and were independent for BADL (85.92%). It is common, as the SABE study showed, that the development of dependence is greater for women (33.2%), the elderly (59.46%) and widowers (37.3%) 4. .
There was no correlation between whether or not the elderly lived with someone and age, health, number of diseases or functionality. However, the data regarding the evaluation of dependence for BADL and IADL followed the same trend as the results of other studies [28] [29] [30] .
Rabelo and Neri 28 found that elderly persons living with someone exhibited total independence for BADL (96.3%) and IADL (58.2%) and less social involvement (65.7%) among the oldest elderly persons. Elias, Marzola and Molina 30 reported in their study (N=637) that 20.3% of the elderly lived alone and that poor family functionality was associated with single-person living conditions. Analysis of information from the National Health Survey with individuals aged 60 years or older (N=11,967) shows that 15.3% of elderly persons in Brazil live alone. This condition was 29% higher for women and prevalent in nearly 1/5 of individuals aged 75 and older 29 . Almost 1/3 of those who lived alone complained of suffering from an illness in the two weeks prior to the interview, the majority self-reported difficulties with IADL; falls (previous 12 months) and worse eating habits are also related to the elderly who live alone 29 . Most of the elderly lived with someone else 1, 27, 28, 30, 31 and, among their families, across generations, establish a comfortable reciprocity in giving and receiving help, especially material and emotional support 32 .
In the correlation between expectation of care and living conditions, data showed the centrality of the family and care provided primarily by a daughter or daughter-in-law; followed by a son or son-in-law; and subsequently by a spouse, corroborating the studies by Souza et al. 1 , since the expectation of care is aimed at family members. Oliveira et al. 27 point out that 89.12% of the elderly report having an expectation of care; 44% expect to be cared for by only one person, often their spouse, who is also usually an elderly person. Among those who live alone, there is a three times greater risk of the absence of an expectation of care.
Lins et al. 33 report that caregivers are mostly women (77%), spouses (39.9%) and reside with the elderly (85.7%). Another study indicates that caregivers tend to be women (40.4%); sons or daughters (56.3%), spouses (13%) and friends, neighbors, and those close to or who spend time with the elderly (10.1%), while 85.1% of caregivers of bedridden elderly persons live with the recipient of care 14 .
The presence of a spouse or partner and greater involvement in social activities are indicators of better functionality and psychological health, and are less taxing upon the elderly, being particularly noticeable when the family meets the expectations of care 28 .
Guedes et al. 5 emphasized that informal care is most effective when offered by close relatives. On the other hand, the absence of such individuals and/or geographical distance are associated with inadequate support.
In this study, the comparison between living condition and support network, both for those who live alone and those who live with others, showed the satisfaction of the elderly with their social networks, as they reported that they can always find people to talk or help with their tasks.
Family members tend to be closer and, therefore, are considered important when it comes to emotional support 14 , while a satisfactory perception of family support influences mental health and stress situations, as well as providing social welfare and feelings of safety and autonomy 28, 31 . The researchers highlight that the network composed of family and friends is larger than the family network, in relation to sons and/or daughters who do not live with the elderly. Although this network is smaller, it is that which most expressively supports the elderly 4 .
Family, neighbors, friends and community are fundamental in situations of crisis and for socialization and stress reduction in general, representing an informal network and frequent provider of support in the event of the insufficiency of the social network offered by the government 5, 7 .
One imitation of the present study was that the homogeneity of the sample, despite being carried out in different areas, makes it impossible to assess the statistical significance of the social support network in relation to the profile of the elderly interviewed. The cross-sectional design also prevents the effectiveness and dynamics of the family network from being assessed, highlighting more specific differences for the elderly and those with impaired functional capacity. Nevertheless, the results of this study may support future research.
CONCLUSION
The study population consisted mainly of women, under 75 years of age, who were independent for basic and significantly impaired for instrumental activities of daily living. Most of the elderly who lived with others had an expectation of care and exhibited confidence in those close to them to help with daily activities, when necessary, especially in relation to their children, with the daughter or daughter-in-law the main caregivers.
Despite the lack of statistical significance, social relationships were observed among the elderly, as they stated that they always found people to talk to, help with tasks and give suggestions and opinions. In general, the family was the main social support for activities of self-care or tasks outside the home, but friends and others in the community were also providers of emotional and moral support, as they represented opportunities for conversation and social interaction.
Although this was not the case for most, the proportion of elderly people who lived alone or only with their spouses and had limitations in instrumental activities was noteworthy. This living condition suggested an inadequate support network, which also failed to effectively meet the daily needs of the elderly.
A more diverse support network could overcome the problems of the inadequate social support provided by the government. It is therefore suggested that further research on social support and assistance is carried out, and it is hoped that this study, in some way, encourages the search for strategies and the implementation of care and support programs for the elderly and their caregivers.
